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COVID-19 (nCorona) Virus Outbreak Control and Prevention State Cell 
Health & Family Welfare Department 


Government of Kerala 





GUIDELINES- ONLINE REPORTING OF COVID-19 TEST DATA 


— eB ee EEO a L L AA 


No.31/F2/2020 Health- 28th July 2020. 


Kerala state has ramped up the number of tests in past few weeks and will be 
continuing with the same depending on the trend of the COVID epidemic in 
the State. Currently the COVID-19 test results are entered in Kerala state health 
monitoring portal “healthmon.kerala.gov.in/rapidtest” as well as in the Indian 
Council of Medical Research (ICMR) portal. 


In order to reduce the load and efforts of meticulous data entry of COVID 19 
test results, Government of Kerala in association with ICMR has established an 
Application Program Interface (API) for the consensual exchange and record 
linkage of COVID test data. With the establishment of the system, the 
Laboratories need to enter the testing data only on the Kerala State portal and 
the data will be feed forwarded to the ICMR. This will ensure that ICMR is 


Updated on the results in real time with one point of data entry through the 
State portal. 


l. The State portal can be assessed through 
hitps://healthmon.kerala.gov.in/rapidtest 

2. The data entry shall be shared between the sample collection 
centres/teams and designated laboratories in case of RT-PCR, TRUENAT 
& CBNAAT tests for COVID-19 

3. In case of Point-of-care Antigen Tests, complete data entry shall be 
done by the Institutions where the point-of-care antigen tests were 
performed. 

4. SRF titled ICMR Specimen Referral Form for COVID-19 (SARS-CoV2)- 
KERALA attached as Annexure 1 shall be used with effect from 28 July 
2020. 

3. SRF ID must follow the pattern dd/mm/3 letter code of district where 
sample collection occurs/2-5letter code of collection centre/2 letter 
code of type of test/ 4 digit running number. 

Eg: 26/07/TVM/GH/RT/0034. 
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6. Data and results (both positive and negative) of all samples shall be 
entered in the portal on a real time basis 

7. Daily summary of tests done by the laboratory (from 12 noon previous 
day- 12 noon of reporting day) must be entered on the state portal 
between 12 noon-lpm every day. 





PrHici jal Secretary 
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ICMR Specimen Referral Form for COVID-19 (SARS-CoV2)- KERALA 





INTRODUCTION 
e This form is for collection centres/ labs to enter details of the samples being tested for Covid-19. It is mandatory to fill this form for 


each and every sample being tested. It is essential that the collection centres/ labs exercise caution to ensure that correct information is 
captured in the form. Fields marked with asterisk (*) are mandatory to be filled 


e TYPEOF TEST: RTPcR [__]| CBNAAT[_] TRUENAATL_] ANTIGEN_]| 
© TYPE OF SAMPLE Routine Sample [__] Sentinel Surveillance Sample [__] 


SECTION A - PATIENT DETAILS 
A.1 TEST INITIATION DETAILS 








*Doctor Prescription: Yes [] No[] *Follow up Sample: Yes O No L] 

(If yes, attach prescription; If No, test cannot be conducted) E a a 

A.2 PERSONAL DETAILS | 

WPA RAC IN RIN 5505559 5344 a R nse * Age: .... Years/Months [ } age <1 yr, pls. tick months checkbox) 
*Patientin quarantinefacility: Yes[_] No [] * Gender: Male [_] Female[_] Others[_] 

“Present Village Or- TOW rusena * Mobile Number: E [| [| [| E a K [i [ | [ 
* District of Present Residence:...................000...+. *MobileNumberbelongsto: Self Ed Family C 

* State of Present Residence’....-.....20 scrsvensnrasxans PIE aa a aa 

~ Present paent adreas? erneer *Downloaded Aarogya Setu App: Yes i] No E 


Neri EERE EEEREN OTER E EEKEREN (These fields to be filled for all patients including foreigners) 


Pincode: | || JCJ] COOL] 
Aadhar No. (For Indians)|_|| |[ ] OO | L L OOO 


Passport No. (For Foreign Nationals): . 
* A.3 SPECIMEN INFORMATION FROM REFERRING G AGENCY 


*Specimentype Throat Throat Swab[_| Nasal Swab | B | J | | Nasopharyngeal swaf J] 


* Collection date 


——— rrr ee rey ee © eemmn 


* A.4 PATIENT CATEGORY (PLEASE SELECT ONLY = 
Cat 1: Symptomatic international traveller in last 14 days... 
Cat 2: Symptomatic contact of lab confirmed case............ 


elite hhh hahha LTT TPT TEE LEE LE LETTE TET TTT Tete 
COO S Sw oOo STEREO STHT SES SHES SEOSEOS sae eeesE TEES EESISSESEESEES bow eeeeeweeEteTehtEesets 


FEO EEE RRR wee we eee EE EAE EEE EE RR ee 


Cat 5b: Asymptomatic healthcare worker in contact with confirmed case without adequate protecion ai 
Cat 6: Symptomatic Influenza like Illness (ILI) in Hospital 
Cat 7: Pregnant woman in/ near labour 


P OPT PH TOS CROES SOS SSO AROSE CTS OOTCHSESODOtTeduSeserTSs 4 OS 0b bb 0506S os oceboreoDecrensesecenensescancs 


TR ee REET Eee eee eee eee ae EEE SEE e HSER HEE E EEE EE EEE EEE EEEEE ESE EEE HE EEE EEE EE EEE EET E ESSE HH ERE DES ES maw ee een EEeeEE TEESE HSS GEES 


oooooooo oo 





Cat 8: Symptomatic (ILI) among returnees and migrants (within 7 days of illness)... 

Cat 9: Symptomatic Influenza Like IIIness(IL]) patient in Hotspot / Containment 2ORCSsc.ciic5incsicse---o--aneersconencoesnoereeoee 

Other: (please specify) * (Select “other" only if the patient doesn’t belong to category 1-8 or sentinel surveillance eA : 
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SECTION B- MEDICAL INFORMATION __ 








B.1 CLINICAL SYMPTOMS AND SIGNS 


Symptoms: Yes C NO B If No please go to B.2 section 

Symptoms Yes Symptoms | Yes Symptoms Yes Symptoms Yes Symptoms Yes —— 
Cough [C] Diarrhoea C] Vomiting C] Fever at evaluation ñ] Abdominal pain [7] 
Breathlessness["] Nausea [] Haemoptysis [] Body ache ‘2 

Sore throat [] Chest pain [C] Nasal discharge[} Sputum Cj 


Which of the above mentioned was First Symptons. Date oforsetofFirst Symptom: T) [1 Q0 (ddimmiyy) 


EEE EE a EEEE HER eee OP EEE eee 





‘Condition Yes Condition Yes Condition Yes Condition Yes 
Chronic lung disease [ ] Malignancy [] Heart disease [}] Chronic liver disease [] 
Chronic renal disease [ ] Diabetes [] Hypertension (]) 














immunocompromised condition: YES[ ] NOȚ) Other underlying conditions: ........................... 

Hospitalized: Yes [] No [] Hospital State: ........... eae aa ann CEE denen 
HospitaliD/number eh Sn a 
Hospitalization Date: [| LY] [¥ CJL] (ddimmiyy) Hospital Name: ......--..-nsssaissrssssnoissresirininsas 

5.4 REFERRING DOCTOR DETAILS , 











SRG Ol TCG ices cscs cccststk aise meee, 


Doctr ON RA acide cece ices Oa 


ma asterisk are Mm ory to e 


TEST RESULT (To be filled by Covid-19 testing lab facility) 


Date of sample Sample accepted/|Date of  |Testresuit | Repeat Sample | Sign of Authority 
receipt(dd/mm/yy) Rejected | Testing (Positive } required (Yes / | (Lab incharge) 
(dd/mmi/yy) | Negative) No) 


SRF ID/SAMPLE ID LLL EE A A a A RE AR A ne mee AA i a 


DESIGNATED LABORATORY—--—-—-______—_-_____-_—-.-.______._.. 
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